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ABSTRACT
Objective: To identify ideological knowledge and tool knowledge that provide support 
to the Street Outreach Office working process. Method: Qualitative and exploratory 
research. Twenty Street Outreach Office professionals and six users collected the data, 
applying different semi-structured interview schedules for each category of participants. 
The resulting categories were analyzed in light of tool and ideological knowledge 
presented in the working process. Results: From the participant discourses the following 
ideological knowledge emerged: public policies and the needs of the person in a street 
situation and tool knowledge, as well as devices and tools for the care of people in 
street situations and a weekly schedule. Conclusion: The focus on the working process 
discourse, supported by ideological knowledge, was verified. The structural dimension of 
the objective reality of the population in street situations was perceptible in the social 
determination of being situating on the street. When daily situations were revealed, the 
limitations to be overcome in the working process context were noticed.
DESCRIPTORS
Homeless Persons; Primary Health Care; Patient Care Team; Health Personnel; 
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INTRODUCTION
In Brazil, there is a substantial and increasing number 
of people in street situations (PSS), with varied lifestyles 
and relationships with and on the street. This reality implies 
structural challenges in order to ensure citizenship for this 
population in the context of social invisibility.
In this multicenter study entitled “National Survey 
on Populations in Street Situations”(1), conducted in 71 
Brazilian cities in the year 2008, it was estimated that 
31,922 adults were in this situation. In Curitiba, 2,776 
people in street situations were identified(1).
People in street situations have difficulty accessing ben-
efits guaranteed by public policies, including health care 
resources(2-3). In order to facilitate access to the health care 
system, the Street Outreach Office (CR – its acronym in 
Portuguese), in conformity with the guidelines defined by 
the National Primary Health Care Policy (PNAB – its ac-
ronym in Portuguese), was created to serve as the entrance 
for health care services, providing longitudinal and full at-
tention, coordinating care and health care provision to the 
population in street situations in loco, or in other points of 
the health care network(4).
People living on the streets are exposed to risks that re-
quire a specific approach from health teams for this popula-
tion. Since it is an innovative proposal for providing care to 
people in street situations, the work carried out by the CR 
team (CRT) shows aspects that were not totally revealed 
by other authors(5).
The health care working process can be unfolded in 
terms of purpose, means, tools, and subject, in which two 
kinds of knowledge are put forward: tool knowledge and 
ideological knowledge(6).
Therefore, the current study aims to identify the ide-
ological and tool knowledge that subsidizes the Street 
Outreach Office working process.
This objective is justified because the format of the 
CRTs is heterogeneous, and because it is necessary to pro-
vide visibility to the product that was changed by the action 
of these agents. Taking into consideration the particularities 
of the street population, it is fundamental to qualify infor-
mation management. These are the elements that have led 
to the following basic question: Which knowledge subsides the 
Street Outreach Office’s working process?
METHOD
Qualitative and exploratory research was conducted in 
four CR teams in the city of Curitiba. Twenty CRT profes-
sionals registered in the National Health Facility Census 
and six CR users took part in the study. Selected partici-
pants signed an informed consent form (IC).
Regarding the users treated by the CRTs, the inclusion 
criterion applied were the key informant interview, with the 
following characteristics: referred by CRT professionals and 
having received assistance by the CRT within a period of 
30 days prior to the interview.
All CRT professionals who were on vacation or 
on leave during the scheduled period were excluded. 
Regarding the key informants, those under 18 years of age, 
those with signs of legal drug use, and those under the 
influence of medications or illicit drugs during interview 
were also excluded.
To maintain the transparency of the data collecting 
process, aiming at assuring the accuracy, comprehen-
siveness, and credibility of the study, the consolidated 
criteria for qualitative research in the health care field 
proposed by Tong, Sainsbury, and Craig, in an article 
entitled Consolidated criteria for reporting qualitative re-
search (COREQ): a 32-item checklist for interviews and focus 
groups(7) were followed.
Data collection was carried out from January to 
February of 2015, through audio recorded interviews with 
semi-structured schedules different for each category of 
participants. The interviews were conducted with leading 
questions constructed by the author herself.
Regarding the professionals, the purpose was to 
learn in detail about the typical weekly work at the CR. 
Therefore, the participants were asked to talk about the 
facilities and the difficulties they face at work. The inter-
views were previously scheduled by phone call and lasted 
15 to 37 minutes.
The interviews with CR users, characterized as key in-
formants, were carried out through active search, varying 
from six to 22 minutes in duration. The aim was to identify 
the situations in which they sought out the CR service, and 
to verify other issues related to their conditions in terms of 
living on the streets.
After transcribing and printing the interviews, a new 
meeting was scheduled with CRT professionals for verifi-
cation and validation of the transcribed discourses. It was 
not possible to carry out this step with the users because 
the researcher was unable to locate them during the period 
available for data collecting.
After the transcription and validation stages of the 
interviews, the material was analyzed using the soft-
ware IRAMUTEQ (Interface de R pour les Analyses 
Multidimensionnelles de Textes et de Questionnaires). 
The use of specific software for helping with textual data 
analysis has becoming increasingly common in Human and 
Social Sciences qualitative studies(8-9).
Applying the Descending Hierarchical Classification 
(DHC) allowed a lexicographic analysis of the textual ma-
terial (corpus), providing contexts (lexical categories) charac-
terized by their terminology and textual segments that share 
this vocabulary. The corpus-based study (professionals and 
users) was considered separately.
Data were analyzed according to the theoretical frame-
work adopted for this study (working process) and the 
categories previously defined: ideological knowledge and 
tool knowledge.
The research project took into consideration all of the 
ethical aspects and followed Resolution number 466/2012 
from the National Health Council. It was approved by the 
Research Ethics Committee of the Federal University of 
Paraná and City Health Office of Curitiba, through opin-
ions number 742.589 and 767.679.
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RESULTS
CR pRofessionals
The corpus of this segment consisted of 20 interviews, 
which led to four different lexical categories. Analyzing 
the textual segments of these categories according to the 
theoretical framework adopted, the ideological knowl-
edge (Chart 1) and the tool knowledge (Chart 2) pre-
sented in the working process of the CR professionals 
were understood.
Chart 1 – Ideological knowledge evidenced by the discourses of CR professionals – Curitiba, PR, Brazil, 2016
Category Sub-category Text segment
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Access to health
(…) what we have seen is some specific issues within the Health Department 
itself, for example Health Units somewhat resistant to provide service, red 
tape issues when handling legal documents for this population. (P 12)
(…) however, in Primary Care, I believe there is more work to be done. 
In some cases, the Primary Care team doesn’t understand that the 
homeless belong to Primary Care; in the FHCS it is easier. (P 02)
Health as 
constitutional right
(…) maybe our job has to do with social inclusion, bringing into the Health 
Unit a person in street situation that has the right to be assisted. (P 01)
(…) to ensure the care, responsibility must be given to and shared between 
the Health Unit and the Street Outreach Office team, that people in street 
situation have their rights, regardless of not having a fixed address. (P 19)
Intersectoral work
(…) so this patient had a pending litigation and we advised him to seek the 
public defender; there they would not arrest him. We send them everywhere; 
the Street Outreach Office is not just about health. (P 11)
(…) one problem we also have has to do with the issue of intersectoral flows that have 
not been established yet—undocumented people, red tape in the hospitals. (P 01)
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Natural needs
(…) sometimes they have a broken bone and don’t seek assistance. We guide them. Yesterday 
the girls took a patient with a broken bone to the Hospital Cajuru emergency room. (P 18)
(…) the person stays there for two, three days, and then runs away from the hospital 
looking for alcohol or drugs, and this is very sad because they suffer from serious 
clinical complications: heart complications, lung complications. (P 10)
Chart 2 – Tool knowledge evidenced by the discourses of CR professionals – Curitiba, PR, Brazil, 2016
Category Sub-category Text segment
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Teamwork
(…) I think the working process is the Street Outreach Office’s greatest asset, due to its multi-
professional approach. As a result, according to a given situation, a professional takes more 
responsibility than the other; the team has to be tuned up. (P 16)
(…) this means that you can be the best specialist in your area, but in a multidisciplinary scenario 
the professional has difficulties sharing the care. (P 19)
Relationship
Several examples were given showing that the relationship is built gradually, but if one word 
is expressed untimely by a member of the team, the entire team can end up losing this 
relationship. (P 14)
(…) when we get the data from the homeless. We simply don’t approach them asking their names 
right away, so it takes a lot of time to get the data from this person (…) a lot of time is like this, in 
the first meeting, in the second meeting, no one asks “What’s your name?”, “Good morning! My 
name is J., I’m a psychologist and work for the Street Outreach Office. How can I call you?” (P 01)
Registration
We have to go from room to room looking for a place for registering, so we really need a sort of a 
mobile unit. (P 04)
(…) the approaches we carry out with patients that we don’t have a relationship yet. In other 
words, we don’t even know the name of the homeless person being assisted and, in order to 
register this service, we have to start with the name of the patient first. So our work becomes 
invisible. (P 19)
Health planning (…) we discuss cases that lasted a week, those [where] we had some difficulties. Then we discuss, gather everyone’s opinion, and make a memo. (P 05)
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Weekly schedule
(…) On Monday afternoon we have a staff meeting for work planning and evaluation. On Monday 
morning we visit the same main points. We have a weekly schedule, so on Mondays we actually hit 
the streets. (P 17)
CRT useRs
The corpus, consisting of six interviews, generated six 
categories of text segments different from one another. 
Categories 2, 3, 5, and 6 were not considered, since such 
segments were not significant in this study because they 
referred exclusively to the discourse of one user. Categories 
1 and 4, according to the typology of needs proposed by 
Agnes Heller(10), were assigned as ideological knowledge, as 
presented in Chart 3.
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DISCUSSION
Therefore, it became clear that the circumstances in 
which the person in a street situation sought out the CR 
service were varied, as well as how the issues related to their 
living on the street conditions were different.
Learning about the reality of the working process in the 
CRTs, through the discourses of professionals who are part 
of the teams and from its users, allowed identifying the tools 
and ideological knowledge presented in the practices these 
workers undertake. This knowledge is more than converting 
tools about subject: it is about constructive elements of the 
working process(6).
The ideological knowledge is based on theoretical health 
work and legislative principles in themselves, including 
their agents and products(6), in this study case, profession-
als working in the CR and the assisted PSS, respectively. 
Figure 1 shows the tools and ideological knowledge drawn 
from the discourses.
Chart 3 – Ideological knowledge evidenced in the discourses of CR users – Curitiba, PR, Brazil, 2016
Category Text segment
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ds Look, the Street Outreach Office assisted me about three times, only in these last few days. The last time it was because of a pain in my arm and they took me to Hospital Cajuru. My arm was actually broken. (U 1)
I have been treated two or three times, I’m not sure, but with alcohol issues and dentist, 
too (…). The doctor here at the Street Outreach Office referred me to CAPS, (U 4)
I have been treated by the Street Outreach Office several times. They put some bandage on my foot. It was hurting 
a lot after a street fight: I tried to protect myself with my foot and something got in the sole of my foot. (U 6)
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When I was almost winning, I got a kick in my belly and the baby died. They fought 
against me. I drink a lot; living on the street is very sad. (U 3)
(…) two weeks that I’ve been here in the CAPS I was referred by the Street Outreach Office. I got 
better, got my mind a bit balanced, in my memory. I want to go back to work. (U 2)
The Street Outreach Office should [have] sent him to another place, because he’s willing to sober 
up, he has strength for that (…) I’m living on the street since I separated (…), (U 5)
(…) I never like studying: I managed to get to the fifth grade only. Then, my mother die[d], and I never got back to school. (U 6)
Ideological knowledge
Public policies that guide the CRT work (access to
health, health as a constitutional right, and intersectoral work) 
and the needs of the person in a street situation
Tool Knowledge
Aim: Assistance to the personin street situation 
Means and tools: Tools and devices for assisting people in street situations
(multi-professional teamwork, relationship, health registrations,
and health planning) and weekly schedules
Subject: People in street situations
Work of the Street Outreach Office professionals
Products: People in street situations under assistance
Agents: Professionals working in the
Street Outreach Office
Source: Adapted from Egry(6)
Figure 1 – Working process constructive elements of Street Outreach Office professionals, according to the tool and ideological 
knowledge – Curitiba-PR, 2015.
From the respondents’ discourses a tool and ideological 
knowledge emerged. Their work centrality was particularly 
aimed at public policies that guide CRT work (access to 
health, health as a constitutional right, and intersectoral 
work), as well as the needs of the person in a street situation, 
which was categorized as ideological knowledge.
This result suggests that the social determination to live 
on the street was structural, which explains the structural 
dimension of the objective reality of these workers and 
users, and these issues not only affect the social structure 
but become more evident than the organization of the CR 
service itself. These findings differ from a study conducted 
with nurses working in the epidemiology hospital units in 
a capital located in southern Brazil, in which the centrality 
of the discourses of the nurses on tool knowledge related to 
the working process were verified(11).
In the working process of CRT professionals, supported 
by ideological knowledge, the access to health by the popu-
lation in street situations was one of the important top-
ics raised by the participants’ discourses. Access is one of 
the Primary Health Care’s (PHC) main attributes(12). The 
creation of the CRT in the surveyed city is in conformity 
with the National Policy for Population in Street Situations, 
supported by the National Primary Care Policy references 
and guidelines. Therefore, the CR aims to increase access to 
health services to the population in street situation.
Drawn from the discourse of the CRT professionals, 
the emphases were on the aspects related to the resistance 
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showed by Health Care Units (HCU) professionals in pro-
viding assistance and receiving the PSS, which was simi-
lar to the results of a study conducted in the countryside 
of the state of São Paulo: the authors observed that PHC 
professionals collectively raised questions that thwart the 
effective services provided to the PSS, practically excluding 
this possibility(13).
As an organizational barrier, the current format of health 
services was pointed out. This a factual situation despite the 
city having a normative ruling in which the PSS may regis-
ter in the HCU of his/her own choice, without the need to 
provide a fixed address or even a photo ID, since he/she is 
entitled to use just his/her social name. This result shows that 
access to the health system is an example where the legality 
of the proposal does not guarantee its implementation(14-15).
Another limitation to HCU access is the failure of 
HCU professionals to acknowledge that the PSS has rights. 
The ideological and political conception of the Brazilian 
Sanitary Reform movement claimed that health was not 
an exclusively biological issue under the responsibility of 
the health services, but rather a social and political issue 
that must be addressed in the public arena: in other words, 
health is not seen as a right of citizenship(16).
This aspect is the key point for the effectiveness of ac-
cess, because both the professional and the user must be 
considered as part of the Unified Health System (SUS). In 
order to achieve social justice, it is necessary to have equality 
in the organization of health services(17).
Although the SUS, as public policy, had been formu-
lated under the perspective of universal access, social jus-
tice, and equality regarding the health care needs of the 
population, the equality concept should stand out “even if 
it has not be mentioned by the health legislation, for it is 
considered one of the elements of justice”(17).
However, there is still a limited understanding about 
the concept of equality and the initial resistance towards 
its implementation as a criterion for the elaboration of 
public guidelines(18). The creation of public policies aimed 
at population in street situations is somewhat recent and, 
in the hard reality that the major Brazilian cities face, the 
PSS in general does not have access to the SUS(3). Within 
the context of reducing health access inequalities, the study 
suggested that the SUS could promote equality from the 
point of view of ethics and justice, without compromising 
its universal and egalitarian aspects(18).
It is important to strengthen the work of the CRTs, be-
cause these are tools capable of drawing attention to related 
public health and policies, through interventions that allow 
adjustments in the environment in which the PSS belongs.
Analyzing the PHC structure in the city, the respon-
dents affirmed that the HCU with Family Health Care 
Strategy (FHCS), when compared to traditional HCU, 
received them better. In a study on the presence and exten-
sion of the PHC attributes in the city of Curitiba, which 
compared traditional HCS with FHCS HCU, the results 
showed that the FHCS had a higher presence and better 
extension of attributes than the PHC. However, accessibil-
ity was the attribute with a lower mean score, despite better 
results in the units with FHCS(19). The accessibility attribute 
showed a lower score in a study conducted in Canada as 
well(20). These results indicate that users’ access to health care 
still faces some barriers to be overcome.
Among the issues raised about the CR work, several pro-
fessionals mentioned advances and challenges in this area, 
emphasizing the importance of intersectoral work as a nec-
essary condition for dealing with PSS’ complex demands.
Intersectoral action is defined as the alignment of in-
tervention strategy and resources among players from two 
or more sectors at the public level, in order to reach addi-
tional objectives that are relevant to and valued by all par-
ties. Health is a product of daily life and, therefore, it goes 
beyond the exclusive boundaries of health sector practice(21).
The ideological knowledge, the needs of PSS, having as 
reference the concepts of needs under the collective health 
perspectives, and based on the typology of needs(10), as well 
as the comprehensiveness of the discourses from CRT pro-
fessionals in this category, evidenced acknowledgment in 
the area of natural needs – in other words, related to pres-
ervation and perpetuation of life.
The abusive use of alcohol and other drugs by the PSS 
was reported by several professionals, and it was confirmed 
by CR users.
Living on the streets increases the risk of substance 
abuse. Such behavior is common among this population, 
and it was addressed as a way of mitigating the perception 
on breakdowns and losses suffered, and as a means for es-
tablishing closer ties with other PSS(3).
While serving as a health service network reference for 
the population in street situations, the CR is also involved 
in issues related to infectious diseases – such as STDs/HIV/
AIDS and tuberculosis – as fully explained in conversations 
with CRT professionals.
The prevalence of HIV among populations in situations 
of risk within hosting institutions in São Paulo was 4.9% 
(e.g., 17.4% were seropositive for syphilis), and 55.4% had 
access to preventive actions(22). As the CRTs provide care 
to this group, questions related to sex life and exposure to 
STDs/AIDS, including diagnosis and treatment of theses 
illnesses, must be addressed by professionals(3).
The treatment of HIV/AIDS infection is protected by 
Law number 9.313/96, which regulates universal access to 
antiretroviral therapy (ART). In order to be eligible for 
these treatments, the first request from the HCU is reg-
istration: the user must have, in addition to a referral for 
treatment, a photo ID issued by the public agency(23).
Under this adversarial context, CRT professionals face 
difficulties with follow-ups and adherence to the treatment. 
Users without IDs cannot obtain ART dispensation due to 
the criteria already mentioned.
Drawing on the typology of needs proposed by Heller(10), 
the basic needs were evidenced in the discourses of CR us-
ers through their desire, referred by some (U 2 and U 5), to 
return to work after the treatment period for alcohol and 
drug abuse carried out in the CAPS. Family conflicts were 
also mentioned as motivating factors for “staying, living, and 
being on the street” (U 5, U 6).
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Similar to natural needs, basic needs are socially deter-
mined(10). A study conducted with women in street situa-
tions in São Paulo revealed that the most common forms 
of violence were amongst themselves on the streets – for 
having debts with drug dealers, fighting for space, and petty 
theft – as what motivated them most(24).
According to the typology of needs(10), only one dimen-
sional category in the discourse of CR professionals was 
observed. On the other hand, it was possible to identify two 
categories in the discourse of the CR users.
The result suggests that the professional point of view is 
a “biologicizing” view of care, even though it had the con-
ception that the way people live on the street determines 
their health status, and that the population in street situ-
ations see their needs differently from what a professional 
might see.
As for tool knowledge, the multidisciplinary teamwork 
was considered to be the decisive factor for the CR working 
process. It represents the potential for resolute interven-
tion on health care, when the aim is to promote integration 
among professionals and with users(25). According to other 
studies, the presence of a multidisciplinary team serve as a 
facilitating element for the care of PSS(24,26-27).
From this perspective, the need for investment in spe-
cialized professionals with training in Mental Health and 
Collective Health, to join the teams working in the CRs(26), 
and the need for implementing practices that cause an im-
pact on the processes for determining undesired health re-
alities in our society, were pointed out(28).
One of the practices used to meet the demands of PSS 
that took into consideration the specificities of working in 
the Street Outreach Office was the construction of relation-
ships between professionals and users, a practice considered 
essential and necessary by the respondents. The emphasis 
on the relationship with health care practices has been 
acknowledged by several studies on population in street 
situations(24,26-27). In this study, the focus was on building 
relationships and trust-based relations between CRT pro-
fessionals and users, which would enable meeting the users’ 
needs and their inclusion in the HCU.
However, training and maintaining the relationship 
have been reported as demanding and tenuous, and these 
factors remain a challenge for the CRTs. The complex na-
ture of building relationships is related to the social invis-
ibility characteristic of this group, making the PSS more re-
luctant to participate, and thus enhancing the fragile nature 
that involves this kind of approach. Several aspects have an 
influence on the relationship between the subjects involved 
in the CR, such as experience, knowledge, and access to 
available resources. The relationship, by itself, leads to brief 
responses, and not to a qualitative change in people’s lives(29).
Because the team is itinerant, the availability of portable 
electronic devices, such as tablets or notebooks, was viewed 
as a troublesome element for recording possible activities to 
be included in the records, according to respondent confir-
mation (P 04), followed by poor HCU infrastructure, which 
lacks rooms and computers.
Monitoring practices as well as evaluation of the actions 
carried out by the team that subsidizes health planning are 
directly related to the record-keeping information about the 
work. In the CRTs, such practices are associated with the 
organization of the working process, based on diagnosis of 
the territory, PSS’ needs, and identification of problems in 
the teams’ everyday lives.
For a typical work week, the respondents reported us-
ing a weekly activities calendar, based on the implemented 
planning and the time for approaching the PSS in loco in 
different working shifts.
Finally, the practices presented by the CR professionals 
correspond to the findings of the authors(30), which empha-
size the pursuit of a form of care that covers the principles 
of universality, equality, and quality, because there is no 
single health care format possible.
CONCLUSION
This study has enabled the identification of tool and 
ideological knowledge that make up the working process of 
the Street Outreach Office’s professional teams.
According to the adopted framework, the centrality of 
the discourses was in the working process, supported by 
ideological knowledge. The structural dimension of the ob-
jective reality of the population in a street situation was vis-
ible in the social determination of situating the process on 
the street, to the extent that it corresponded with the pre-
dominant demand expressed by the respondents’ discourses 
(CR professionals and users). Consequently, in the work-
ing process, the ideological knowledge stood out more than 
the CR organization itself as a care scenario, although this 
multi-professional team and the itinerant working format 
are still a recent concept.
The PSS cannot count on the PHC as his/her entrance 
door to the system, whether due to difficulties accessing 
it, as evidenced by the aspects related to the resistance of 
HCU professionals in assisting the PSS, or due to issues 
related to organizational barriers and the unavailability of 
ART mediations.
As these daily work contradictions are unveiled, the limi-
tations to be overcome at the CRT working level are noticed. 
In order to move forward towards comprehensive care, it is 
up to the city government and workers to take the respon-
sibility for reorganizing the health care model through the 
implementation of the PHC’s guiding principles.
RESUMO
Objetivo: Identificar os saberes ideológicos e instrumentais que subsidiam o processo de trabalho do Consultório na Rua. Método: 
Pesquisa qualitativa e exploratória. A coleta de dados foi realizada junto a 20 profissionais e seis usuários do Consultório na Rua de 
um município do sul do Brasil, por meio de entrevistas com roteiros semiestruturados distintos para cada categoria de participantes. 
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As classes resultantes foram analisadas à luz dos saberes ideológicos e instrumentais presentes no processo de trabalho. Resultados: 
Dos discursos dos participantes emergiram os saberes ideológicos: políticas públicas e necessidades da pessoa em situação de rua e os 
saberes instrumentais: dispositivos e instrumentos no cuidado à pessoa em situação de rua e agenda semanal. Conclusão: Constatou-se 
a centralidade dos discursos no processo de trabalho, sustentado pelos saberes ideológicos. A dimensão estrutural da realidade objetiva 
da população em situação de rua foi perceptível na determinação social do situar-se na rua. Ao descortinar contradições no cotidiano, 
apontam-se limites a serem superados no âmbito do processo de trabalho.
DESCRITORES
Pessoas em Situação de Rua; Atenção Primária à Saúde; Equipes de Assistência ao Paciente; Pessoal de Saúde; Pesquisa Qualitativa.
RESUMEN
Objetivo: Identificar los saberes ideológicos e instrumentales que subsidian el proceso laboral en el Consultorio en la Calle. Método: 
Investigación cualitativa y exploratoria. La recolección de datos fue llevada a cabo con 20 profesionales y seis usuarios del Consultorio 
de la Calle de un municipio del sur de Brasil, mediante entrevistas con guiones semiestructurados distintos para cada categoría de 
participantes. Las clases resultantes fueron analizadas a la luz de los saberes ideológicos e instrumentales presentes en el proceso 
laboral. Resultados: Desde los discursos de los participantes emergieron los saberes ideológicos: políticas públicas y necesidades de la 
persona en situación de calle y los saberes instrumentales: dispositivos e instrumentos en el cuidado a la persona en situación de calle y 
agenda semanal. Conclusión: Se constató la centralidad de los discursos en el proceso laboral, sostenido por los saberes ideológicos. La 
dimensión estructural de la realidad objetiva de la población en situación de calle fue perceptible en la determinación social de ubicarse 
en la calle. Al desvelar contradicciones en el cotidiano, se apuntan los límites que superar en el marco del proceso laboral.
DESCRIPTORES
Personas sin Hogar; Atención Primaria de Salud; Grupo de Atención al Paciente; Personal de Salud; Investigación Cualitativa.
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